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Abstract
Objectives: To investigate differences between semi-recumbent and supine postures in terms of cough rate,
oxygen desaturation, sedative use, and patient comfort during the initial phase of bronchoscopy.
Methods: Consecutive bronchoscopy patients (n = 69) participated in this observational cohort study. Posture was
determined by the bronchoscopist’s usual practice. Patient demographics, spirometry, pulse, and SpO2 were
recorded. The initial phase was defined as the time from bronchoscopy insertion to visualisation of both distal
main bronchi. Cough rate, peak pulse, nadir SpO2, oxygen supplementation, and sedative use during the initial
phase were recorded. A post-procedure questionnaire was administered to the patient and the attending nurse.
Results: 36 patients had bronchoscopy in the semi-recumbent posture, 33 in the supine posture. 3 of 5
bronchoscopists performed in both postures. There were no differences in baseline parameters between the
groups. The semi-recumbent posture resulted in significantly less cough (mean (SD) 3.6 (2.3) vs. 6.1 (4.5) coughs/
min, p = 0.007) and less fentanyl use (70 (29) vs. 88 (28) mcg, p = 0.011) in the initial phase. There were no
significant differences in the nadir SpO2, fall in SpO2, oxygen supplementation, or increase in pulse rate between
the groups. On 100 mm visual analogue scale, nurse perception of patient discomfort was lower in the semi-
recumbent position (23 (21) vs. 39 (28) mm, p = 0.01), and there was a trend towards less patient perceived cough
in the semi-recumbent group (28 (25) vs. 40 (28) mm, p = 0.06).
Conclusions: Bronchoscopy performed in the semi-recumbent posture results in less cough and sedative
requirement, and may improve patient comfort.
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Background
Diagnostic flexible bronchoscopy is a common proce-
dure performed for a wide variety of indications. It has
a low rate of mortality and major complications, esti-
mated at around 0.01-0.04% and a 0.08-0.3% respectively
[1-4]. Major complications related to the procedure
include respiratory depre s s i o n ,p n e u m o n i a ,p n e u -
mothorax, arrhythmias, and pulmonary oedema [2,4-6].
Minor complications can include vasovagal reactions,
bronchospasm, fever, haemorrhage, airway obstruction,
nausea, and vomiting [5].
Hypoxemia is known to occur during flexible broncho-
scopy [6-8]. It is likely that a number of mechanisms con-
tribute to this, including ventilation-perfusion mismatch
and hypoventilation secondary to sedative use [9]. In
addition, there may be a relationship between hypoxemia
and patient posture during bronchoscopy. Bronchoscopy
is typically performed either in the supine or the semi-
recumbent (or sitting) posture, and the choice of posture
is largely a matter of preference or habit [10]. A number
of studies have investigated the influence of posture on
t h ed e g r e eo fh y p o x e m i ad u r i ng flexible bronchoscopy,
although outcomes have been mixed [10-12]. One parti-
cular report found that the degree of oxygen desaturation
during bronchoscopy correlated with baseline oxygen
saturation (SpO2) and percent predicted FEV1 [12].
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between the supine and semi-recumbent postures dur-
ing bronchoscopy in terms of degree of oxygen desa-
turation and oxygen supplementation required, cough
rate, increase in pulse rate, and amount of sedative med-
ication required during the initial phase of the proce-
dure. We also aimed to examine differences between
postures in terms patient and nurse perceived discom-
fort using a questionnaire, and the influence of measures
of ventilatory capacity and baseline SpO2 on procedural
oxygen desaturation.
Methods
A prospective observational cohort study was performed
a tt h ed i a g n o s t i cb r o n c h o s c o p yu n i ta tS i rC h a r l e s
Gairdner Hospital between June and September 2010.
Consecutive patients planned for diagnostic broncho-
scopy were recruited for the study after providing
informed consent. The study was approved by the local
human research ethics committee.
Demographic and clinical information collected
included age, gender, smoking status, admission status,
procedure indication, baseline SpO2, percent predicted
FEV1 (%FEV1), percent predicted FVC (%FVC), and
bronchoscopy operator, posture and route. The choice
of posture was determined by the operator’s usual prac-
tice. The supine posture was defined as bed-head eleva-
t i o na n g l eo f0 - 1 5d e g r e e s ,w hilst the semi-recumbent
posture was defined as an angle of 45-60 degrees.
Patients were excluded if they required supplemental
oxygen prior to the procedure.
Pre-procedural protocol
Prior to the commencement of the procedure, patients
gargled 10 mL of 2% lignocaine followed by two sprays
of CoPhenylcaine Forte (containing lignocaine 50 mg/
mL and phenylephrine 5 mg/mL; ENT Technologies,
East Malvern, VIC, Australia) to the pharynx, and 2
mL of 2% lignocaine gel into each nostril for those
who are elected for nasal intubation. Patients were
commenced on 2 L/min of supplemental oxygen via
n a s a lp r o n g s ,a n dt h ef l o ww a st i t r a t e du pa t2L / m i n
increments during the procedure if SpO2 fell below
90%. Prior to the introduction of the bronchoscope,
sedation with 1-3 mg of midazolam and 25-50 mcg of
fentanyl was given intravenously. Amounts of sedative
medication were titrated at the discretion of the opera-
tor to achieve optimal sedation and anti-tussive effect,
with further doses given during bronchoscopy as
required. Suggested initial doses at our institution are
3m ga n d5 0m c go fm i d a z o l a ma n df e n t a n y lr e s p e c -
tively for patients aged below 70 years, 2 mg and 50
mcg for patients 70-80 years, and 1 mg and 25 mcg
for patients older than 80 years.
Bronchoscopy protocol
Following visualisation of the vocal cords, two aliquots
of 2 mL of 2% lignocaine were applied, and the operator
waited for 30 seconds prior to attempting tracheal intu-
bation. Three further 2 mL aliquots of 2% lignocaine
were then applied at the distal trachea, and into both
main bronchi, for a total dose of 200 mg of lignocaine.
The initial phase of the procedure was defined as the
time from the introduction of the bronchoscope into
the patient’s mouth or nostril to the visualization of the
distal ends of the main bronchi. During the procedure, a
separate investigator performed a recording of the
patient’s cough on a sound recorder (Digital Pocket
Memo 9600, Philips Australia, North Ryde, NSW), and
recorded the amount of sedative medication used, nadir
SpO2, peak pulse rate, and oxygen supplementation
given up to the end of the initial phase of the procedure.
Post-procedural protocol
After the procedure, attendant nursing staff provided an
estimate of perceived patient discomfort on a 100 mm
visual-analogue scale (VAS) (Figure 1). When the
patient had recovered from sedation (usually after 60
minutes post-procedure), a patient questionnaire was
administered (Figure 1). Two study investigators
reviewed the sound recording to count the number of
coughs heard. Coughs were defined as a forced expira-
tory manoeuvre, usually against a closed glottis and
associated with a characteristic sound, as recommended
by European Respiratory Society and British Thoracic
Society guidelines [13,14]. Discordant results were
reviewed and a consensus arrived at.
Analysis
Results are expressed as mean ± SD or number (percen-
tage) as stated. Paired t-tests or the Fisher exact test
were used for comparisons between groups as appropri-
ate. Pearson correlation was used to assess the relation-
ships of %FEV1, %FVC, and baseline SpO2 with
procedural nadir SpO2 and fall in SpO2.
Results
69 patients participated in the study, with 33 patients
undergoing bronchoscopy in the supine posture and 36
patients in the semi-recumbent posture. Demographics,
clinical data, and intra- and post-procedural observa-
tions for the total population and for groups divided by
posture are summarised in Table 1. There was no statis-
tically significant difference between the supine and
semi-recumbent groups in baseline demographic and
clinical data, including age, gender, smoking status, rest-
ing pulse and SpO2, %FEV1, and %FVC.
During the initial phase of the procedure the semi-
recumbent group had a lower cough rate and use of
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(Table 1). There was no statistically significant difference
in the length of the initial phase, nadir SpO2, fall in SpO2,
peak pulse rate, rise in pulse rate, and maximum oxygen
supplementation given between the groups.
Post-procedure VAS questionnaire results for the two
postures are presented in Table 1 and Figure 2. On the
post-procedure questionnaire, there was lower level of
nurse-perceived patient discomfort and a trend towards
less patient-perceived cough (p = 0.067) on VAS in the
semi-recumbent group. There was no significant differ-
ence between groups in the level of patient recall of the
procedure, perceived discomfort, and willingness to
undergo a repeat procedure.
Figure 1 Post-procedural nurse and patient questionnaire.
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supine and semi-recumbent postures. Although numbers
for each individual operator were too few for meaningful
statistical comparison, results for these operators demon-
strated lower mean cough rate (mean (SD) of 6.1 (4.5) vs.
3.8 (1.8) coughs/min in supine vs. semi-recumbent, p =
0.01) and fentanyl use in the semi-recumbent posture (88
(28) vs. 65 (39) mcg, p = 0.03), and a trend toward lower
midazolam use (4.0 (2.0) vs. 3.3 (1.3) mg, p = 0.13).
Calculation of Pearson correlation coefficients for the
relationships of %FEV1, %FVC and baseline SpO2 with
procedural nadir SpO2 and procedure fall in SpO2
demonstrated that there was a statistically significant
modest correlation between baseline SpO2 and proce-
dural nadir SpO2 (r = 0.433, p < 0.001, Figure 3), but no
significant correlations found in any of the other rela-
tionships examined.
Discussion
The main findings of this study demonstrate that flex-
ible bronchoscopy performed in the semi-recumbent
posture leads to decreased cough rate and sedation use
during the initial phase of the procedure as compared
with the supine posture. Based on VAS questionnaire
results, the semi-recumbent posture may also result in
greater patient comfort. Additionally, examination of
factors which may predict a lower procedural nadir
SpO2 or fall in SpO2 show that a significant correlation
exists between baseline SpO2 and nadir SpO2,b u tt h a t
there is no correlation with either %FEV1 or %FVC.
No previous studies have examined the effect of
bronchoscopy posture on coughing, patient comfort, or
sedative medication use. Increased cough and discom-
fort when supine may be caused by a number of factors,
including greater pooling of secretions in the upper
Table 1 Demographics, clinical data, and procedural observations for the study population and for groups by
procedural posture.
All patients Supine Semi-recumbent p-value*
n6 9 3 3 3 6
Age 62 ± 14 64 ± 16 61 ± 13 NS
Males (%) 42 (61) 19 (58) 23 (64) NS
Smoking status
- Current smokers (%) 15 (22) 9 (27) 6 (17) NS
- Ex-smokers (%) 33 (48) 16 (49) 17 (47) NS
- Non-smokers (%) 21 (30) 8 (24) 13 (36) NS
Inpatients (%) 26 (38) 11 (33) 15 (42) NS
Baseline SpO2 97.0 ± 2.2 96.9 ± 2.4 97.1 ± 1.9 NS
Baseline pulse rate (/min) 77 ± 13 76 ± 13 77 ± 13 NS
% predicted FEV1 70 ± 19 67 ± 21 74 ± 17 NS
% predicted FVC 78 ± 17 79 ± 19 77 ± 14 NS
Oral route (%) 31 (45) 15 (45) 17 (47) NS
Initial phase (min) 3.7 ± 1.3 3.9 ± 1.5 3.6 ± 1.1 NS
Cough rate (/min) 4.8 ± 3.7 6.1 ± 4.5 3.6 ± 2.3 0.007
Sedative use
- Midazolam (mg) 3.5 ± 1.7 4.0 ± 2.0 3.1 ± 1.2 0.029
- Fentanyl (mcg) 79 ± 30 88 ± 28 70 ± 29 0.011
Nadir SpO2 93.4 ± 4.6 93.3 ± 4.3 93.6 ± 4.9 NS
Fall in SpO2 3.6 ± 4.2 3.6 ± 3.6 3.6 ± 4.7 NS
Peak pulse rate (/min) 92 ± 16 91 ± 17 94 ± 15 NS
Rise in pulse rate (/min) 16 ± 13 16 ± 12 16 ± 14 NS
Maximal O2 use (L/min) 3.0 ± 1.8 3.0 ± 2.1 3.0 ± 1.5 NS
Questionnaire
†
- Nurse VAS discomfort 31 ± 26 39 ± 28 23 ± 21 0.01
- Patient VAS recall 49 ± 35 51 ± 35 47 ± 36 NS
- Patient VAS discomfort 24 ± 23 22 ± 23 27 ± 23 NS
- Patient VAS cough 33 ± 27 40 ± 28 28 ± 25 0.067
- Patient 1-4 repeat 1.2 ± 0.4 1.2 ± 0.4 1.1 ± 0.4 NS
Values shown as mean ± SD or number (%).
* p-values shown for comparisons between supine and semi-recumbent groups.
† VAS responses measured in mm from the left end of the visual analogue scale.
FEV1, forced expiratory volume in 1 second; FVC, forced vital capacity; SpO2, oxygen saturation; VAS, visual analogue scale; NS, not significant at > 0.05.
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bation of gastro-oesophageal reflux [16]. Anecdotally, we
previously found that patients tend to cough less in the
semi-recumbent posture and hence may be more com-
fortable. This study quantified coughs and reported a
significantly lower cough rate and sedative requirement,
and semi-quantitatively indicated better patient comfort
when compared with the supine posture.
There have been limited studies on differences between
flexible bronchoscopy performed in different postures.
These previous studies have focused on the occurrence
of hypoxemia. Meghjee et al [11] randomized patients to
commencing bronchoscopy in the supine or semi-recum-
bent posture, and altered postures during the procedure.
They found that sedation induced significant oxygen
desaturation but alterations in posture did not, and that
oxygen supplementation at 2 L/min restored saturations
to pre-sedation levels. In a more recent study, van Zwam
et al [10] randomized patients to the supine or sitting
postures, and unexpectedly found that the sitting posture
resulted in more frequent instances of 4% oxygen desa-
turation. Somewhat contradictory to this, although more
expectedly, another study reported that patients with
lower FEV1 experienced more prominent desaturation in
the supine position [12]. The reasons behind the findings
of the former study are unclear, and the authors postu-
lated that ventilation-perfusion matching may be better
in the supine posture; although it has been shown that
such matching generally worsens when changing from
sitting to supine [17,18].
That oxygen saturation falls during flexible broncho-
scopy and is correctable with supplemental oxygen is
widely recognised [6,7,11,19,20]. Mechanisms that con-
tribute to this include decreased respiratory drive and
hypoventilation from sedative use [21], ventilation-perfu-
sion mismatch [9], reduction in lung function [22], and
partial airway obstruction [23]. It can be expected that
bronchoscopy performed in the supine posture would
predispose to greater degrees of oxygen desaturation,
given that lung function will be further compromised
[24,25] and that ventilation-perfusion matching may
worsen [17,18]. Our findings show, however, that when
bronchoscopy is performed with oxygen supplementa-
tion commenced at 2 L/min, there is no significant dif-
ference in the degree of oxygen desaturation or oxygen
supplementation required between supine or semi-
recumbent postures.
Patients with impaired lung function experience
greater degrees of oxygen desaturation during broncho-
scopy [9,12] and patients with severe COPD in particu-
lar are known to experience higher complication rates
[26]. Unexpectedly, there was no significant correlation
between %FEV1 or %FVC with either the procedural
nadir SpO2 or fall in SpO2 in our study. There was a
significant correlation between baseline SpO2 and proce-
dural nadir SpO2, although the lack of correlation of
baseline SpO2 with the fall in SpO2 is again unexpected,
as patients with a lower baseline SpO2 should desatu-
rate to a greater degree given their position on the oxy-
haemoglobin dissociation curve [27].
T h eu s ea1 0 0m mV A Si nt h es e t t i n go fa c u t ec o u g h
has recently been studied, and the minimum important
difference was identified as 12 mm [28], which com-
pares closely with the use of VAS in other settings such
as pain [29] and nausea [30]. This difference was
observed in nurse-perceived patient discomfort and in
patient-perceived cough, although the latter was not sta-
tistically significant. However, it is important to note
that nursing staff and patients were not blinded to the
posture adopted, and there is likely to be a degree of
Figure 2 Post-procedure visual analogue scale (VAS)
questionnaire results for supine and semi-recumbent postures.
* indicates statistically significant difference.
Figure 3 Procedural nadir oxygen saturation (SpO2)v e r s u s
baseline SpO2 in study subjects. Line of best fit shown (r = 0.433).
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potential biases in the results cannot be excluded.
We limited our observations to a defined initial phase
in order to achieve a standardized period with a well
defined procedure protocol. This resulted in a narrow
range of observation times (see Table 1) and mitigates
the effects of variable numbers and types of diagnostic
maneuvers that may confound outcomes, such as
bronchoalveolar lavage which would induce further oxy-
gen desaturation [31,32]. Patients were not randomized
by bronchoscopy posture and procedures were con-
ducted based on operator preference, which we acknowl-
edge has the potential to introduce various biases,
including selection, operator, observer, and recall bias.
However, different operators staff each procedure list and
frequently perform procedures on patients for whom
they are not the treating clinician. Hence, this provided a
degree of randomness to the allocation of patients to
operators. Furthermore, three operators routinely per-
form the procedure in both postures, and elected to alter-
nate between the supine and semi-recumbent postures
during the study. Examination of results for these opera-
tors revealed the same trends as for the study as a whole
(see results section), indicating that the differences
observed may truly be due to the effect of posture.
In summary, the semi-recumbent posture for flexible
bronchoscopy results in reduced cough and sedative
medication use, and is likely to result in greater patient
comfort. Whilst it is unlikely that causation of cough
during bronchoscopy will have long term consequences,
less cough may be advantageous when performing diag-
nostic procedures such as endobronchial biopsies or
transbronchial needle aspiration, and the semi-recum-
bent posture should be considered when such proce-
dures are necessary. Less cough also reduces the need
for escalating sedative drug doses to allow better control
during bronchoscopy. The lower sedative requirements
may reduce the risk of significant respiratory depression
particularly in patients with predisposing respiratory dis-
eases. Additionally, greater procedural comfort will
always be appreciated by patients.
Acknowledgements
The authors would like thank the enthusiastic and helpful staff of the Sir
Charles Gairdner Hospital endoscopy unit for their assistance, and fellow
bronchoscopists Dr Ming Teo and Dr Nicola Smith of the Department of
Respiratory Medicine, Sir Charles Gairdner Hospital for performing
procedures included in this study.
Authors’ contributions
All authors contributed to conception, writing and critical review of the
manuscript. ITL, FP & SAM performed procedures and collected data related
to the study. ITL & FP performed literature searches and statistical analyses.
All authors read and approved the final version of the manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 27 July 2011 Accepted: 10 November 2011
Published: 10 November 2011
References
1. Credle WF Jr, Smiddy JF, Elliott RC: Complications of fiberoptic
bronchoscopy. Am Rev Respir Dis 1974, 109:67-72.
2. Suratt PM, Smiddy JF, Gruber B: Deaths and complications associated
with fiberoptic bronchoscopy. Chest 1976, 69:747-751.
3. Simpson FG, Arnold AG, Purvis A, Belfield PW, Muers MF, Cooke NJ: Postal
survey of bronchoscopic practice by physicians in the United Kingdom.
Thorax 1986, 41:311-317.
4. Facciolongo N, Patelli M, Gasparini S, Lazzari Agli L, Salio M, Simonassi C,
Del Prato B, Zanoni P: Incidence of complications in bronchoscopy.
Multicentre prospective study of 20,986 bronchoscopies. Monaldi archives
for chest disease = Archivio Monaldi per le malattie del torace/Fondazione
clinica del lavoro, IRCCS [and] Istituto di clinica tisiologica e malattie apparato
respiratorio, Universita di Napoli, Secondo ateneo 2009, 71:8-14.
5. Pereira W Jr, Kovnat DM, Snider GL: A prospective cooperative study of
complications following flexible fiberoptic bronchoscopy. Chest 1978,
73:813-816.
6. Geraci G, Pisello F, Sciume C, Li Volsi F, Romeo M, Modica G: [Complication
of flexible fiberoptic bronchoscopy. Literature review]. Annali italiani di
chirurgia 2007, 78:183-192.
7. Albertini RE, Harrell JH, Kurihara N, Moser KM: Arterial hypoxemia induced
by fiberoptic bronchoscopy. JAMA 1974, 230:1666-1667.
8. Matsushima Y, Jones RL, King EG, Moysa G, Alton JD: Alterations in
pulmonary mechanics and gas exchange during routine fiberoptic
bronchoscopy. Chest 1984, 86:184-188.
9. British Thoracic Society guidelines on diagnostic flexible bronchoscopy.
Thorax 2001, 56(Suppl 1):i1-21.
10. van Zwam JP, Kapteijns EFG, Lahey S, Smit HJM: Flexible bronchoscopy in
supine or sitting position: a randomized prospective analysis of safety
and patient comfort. J Bronchol Intervent Pulmonol 2010, 17:29-32.
11. Meghjee SP, Marshall M, Redfern EJ, McGivern DV: Influence of patient
posture on oxygen saturation during fibre-optic bronchoscopy. Respir
Med 2001, 95:5-8.
12. Mirci AN: Patients with baseline hypoxemia demonstrate more desaturation
during bronchoscopy at supine position. Respir Med 2002, 96:287.
13. Morice AH, Fontana GA, Belvisi MG, Birring SS, Chung KF, Dicpinigaitis PV,
Kastelik JA, McGarvey LP, Smith JA, Tatar M, Widdicombe J: ERS guidelines
on the assessment of cough. Eur Respir J 2007, 29:1256-1276.
14. Morice AH, McGarvey L, Pavord I: Recommendations for the management
of cough in adults. Thorax 2006, 61(Suppl 1):i1-24.
15. Houtmeyers E, Gosselink R, Gayan-Ramirez G, Decramer M: Regulation of
mucociliary clearance in health and disease. Eur Respir J 1999,
13:1177-1188.
16. Hamilton JW, Boisen RJ, Yamamoto DT, Wagner JL, Reichelderfer M:
Sleeping on a wedge diminishes exposure of the esophagus to refluxed
acid. Dig Dis Sci 1988, 33:518-522.
17. Bhuyan U, Peters AM, Gordon I, Davies H, Helms P: Effects of posture on
the distribution of pulmonary ventilation and perfusion in children and
adults. Thorax 1989, 44:480-484.
18. Tominaga S, Fukuchi Y, Mori Y: Evaluation by ventilation and perfusion
scintigraphy in patients who developed postural hypoxemia in the
supine position. Ann Nucl Med 1998, 12:249-254.
19. Maranetra N, Pushpakom R, Bovornkitti S: Oxygen desaturation during
fibreoptic bronchoscopy. J Med Assoc Thai 1990, 73:258-263.
20. Milman N, Faurschou P, Grode G, Jorgensen A: Pulse oximetry during
fibreoptic bronchoscopy in local anaesthesia: frequency of hypoxaemia
and effect of oxygen supplementation. Respiration 1994, 61:342-347.
21. Aldrich TK, Prezant DJ: Adverse effects of drugs on the respiratory
muscles. Clin Chest Med 1990, 11:177-189.
22. Peacock AJ, Benson-Mitchell R, Godfrey R: Effect of fibreoptic
bronchoscopy on pulmonary function. Thorax 1990, 45:38-41.
23. Karetzky MS, Garvey JW, Brandstetter RD: Effect of fiberoptic
bronchoscopy on arterial oxygen tension. N Y State J Med 1974, 74:62-63.
24. Fowler WS: Lung Function Studies. Iv. Postural Changes in Respiratory
Dead Space and Functional Residual Capacity. J Clin Invest 1950,
29:1437-1438.
25. Vilke GM, Chan TC, Neuman T, Clausen JL: Spirometry in normal subjects
in sitting, prone, and supine positions. Respir Care 2000, 45:407-410.
Ling et al. Cough 2011, 7:9
http://www.coughjournal.com/content/7/1/9
Page 6 of 726. Peacock M, Johnson J, Blanton H: Complications of flexible bronchoscopy
in patients with severe obstructive pulmonary disease. J Bronchol
Intervent Pulmonol 1994, 1:181-186.
27. Taylor MB, Whitwam JG: The current status of pulse oximetry. Clinical
value of continuous noninvasive oxygen saturation monitoring.
Anaesthesia 1986, 41:943-949.
28. Yousaf N, Lee KK, Jayaraman B, Pavord ID, Birring SS: The assessment of
quality of life in acute cough with the Leicester Cough Questionnaire
(LCQ-acute). Cough 2011, 7:4.
29. Kelly AM: The minimum clinically significant difference in visual
analogue scale pain score does not differ with severity of pain.
Emergency medicine journal: EMJ 2001, 18:205-207.
30. Hendey GW, Donner NF, Fuller K: Clinically significant changes in nausea
as measured on a visual analog scale. Annals of emergency medicine 2005,
45:77-81.
31. Golpe R, Mateos A: Effect of body position on gas exchange after
bronchoalveolar lavage. Respir Med 2005, 99:1061-1063.
32. Pirozynski M, Sliwinski P, Radwan L, Zielinski J: Bronchoalveolar lavage:
comparison of three commonly used procedures. Respiration 1991,
58:72-76.
doi:10.1186/1745-9974-7-9
Cite this article as: Ling et al.: Posture influences patient cough rate,
sedative requirement and comfort during bronchoscopy: An
observational cohort study. Cough 2011 7:9.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Ling et al. Cough 2011, 7:9
http://www.coughjournal.com/content/7/1/9
Page 7 of 7